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DERMOID CYST OE LUNG. 

Dr. Nicholas Senn presented a man, aged twenty-three 
years, American, unmarried, a railroad man by occupation, who 
entered the Outpatient Department of the Michigan University 
Hospital in July, 1904. The case was carefully studied there, 
and a history of it accurately reported by the attendants at the 
clinic, and particularly by Dr. Roger S. Morris, by whom a 
complete history of the case was published in the Physician and 
Surgeon of January, 1905. The history of the case as related 
by Dr. Morris is as follows: 

“ The patient was admitted to the medical ward of the Uni¬ 
versity Hospital on July 27, 1904, and the following history was 
obtained: 

“ On admission the patient complained of cough, expectora¬ 
tion of large quantities of foul-smelling sputum, and haemor¬ 
rhages from the lungs. 

“ About nine years ago (eight years, according to out-patient 
history), that is, about the time of puberty, the patient had a 
severe attack of pneumonia on the left side, followed by a feel¬ 
ing of tightness across the chest and pain on breathing; the 
latter was localized to an area about the size of a hand in the 
precordial region. Prior to the attack of pneumonia the patient 
says he was struck over the heart by a drunken man, and ascribes 
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the pneumonia which soon followed to the blow which he received. 
Between the time when he was struck and the development of 
the pneumonia, lie had severe neuralgic pains in the region of the 
heart and in the left shoulder. A year later the patient had 
another attack of pneumonia, which lasted about eight weeks. 
During a coughing fit a large quantity of ‘ pus’ was coughed 
up at one time (‘ over one quart’). The ‘ abscess’ or ‘ empyema’ 
discharged three times in the next three or four days. The 
patient describes the so-called pus as a ‘ yellow, semi-fluid ma¬ 
terial.’ After raising this material, the patient became much 
better, but has coughed and expectorated a good deal ever since. 
Four years ago the patient had a very severe haemorrhage from 
the lungs, and since then lie has had one abont every six months. 
The last one occurred just before the patient returned to the 
hospital. At times the haimorrhages amount to about one pint. 
During the last three years the patient has noticed a ‘ rotten’ 
odor to the sputum. In March, 1904, he went to Colorado for 
his health. He was examined by a physician, and told that he 
had empyema; operation was advised. This the patient did not 
submit to. No tubercle bacilli were found in his sputum at this 
time, For some time the patient has coughed up hairs in his 
sputum; these are from one to six inches long. Since last 
March there has been some soreness over the right side of the 
chest. Expectoration is much more profuse when the patient 
is lying down. He has not lost weight. 

“ Status Prccscns. July 29, 1904. Temperature has been 
normal since admission; respirations, 20; pulse, 72, regular, of 
fair size and tension. 

“ Thorax is well formed, rather large. The left side seems 
slightly fuller than the right. The epigastric angle is about a 
right angle. Expansion is rather small, slightly less on the 
left side, especially on deep breathing; the difference is more 
noticeable in the lower part of the thorax. The clavicles are 
equally prominent. On percussion the apices are of equal height, 
about one and one-eighth inch above the clavicles. Above the 
second rib the percussion note is the same on the two sides. 
Below this level the note is somewhat hvperresonant on the 
right, with relative dulness throughout the left front, the upper 
border of the relatively dull area sloping dowtnvard and back¬ 
ward into the left axilla. Traube’s space is clear. There is no 
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absolute liver-dulness. The lung liver border is on the sixth 
rib in the right nipple line; it extends straight around. The 
lung descends to the seventh rib on deep inspiration. Ausculta¬ 
tion above the right clavicle gives rather harsh vesicular breath- 
ing, with fairly high-pitched sibilant rales on inspiration; below 
the clavicle throughout the right side there is moderately strong 
vesicular with no adventitious sounds. Above the left clavicle 
the breath sounds are obscured by sonorous rbonchi, which are 
heard both on inspiration and on expiration. Below the left clavi¬ 
cle there is harsh vesicular accompanied by dry rales of medium 
pitch, the vibrations of which can be felt on palpation. Below a 
line drawn from the anterior axillary fold to the left nipple the 
vesicular is very weak, and towards the end of inspiration a few 
crepitant rales are heard. The auscultated spoken voice is slightly 
weakened between the second and fourth ribs on the left; vocal 
fremitus unaltered here. 

“ Posteriorly the apices are of equal height on percussion. 
Below the level of the spine of the eighth dorsal vertebra there is 
relative dulness on the left side; this is continuous with that pre¬ 
viously described in the axilla. In other respects percussion of 
the back is negative, 'flic upper border of relative dulness docs 
not move with change in position of the patient. Auscultation 
reveals fair vesicular throughout the right back and on the left 
back down to the dull area, where the vesicular is weak and dis¬ 
tant. Pectoral fremitus is slightly weaker on the left side over the 
same area. Auscultation of the spoken voice is negative behind. 

“ The apex of the heart is best felt in the fourth intercostal 
space in the nipple line. At the beginning of the examination a 
pulsation was seen in the second and third interspaces, which was 
forcible enough to be palpated. Absolute heart dulness begins 
on the fourth rib and extends outward to the apex; on the right it 
extends to the left sternal line. The relative heart dulness can¬ 
not be separated from that obtained over the left lung. The 
heart sounds are moderately strong and clear. The second pul¬ 
monic is reduplicated and accentuated. 

Abdomen is on a level with the ribs. It looks natural. 
The walls are quite resistant, making palpation difficult. Spleen 
and liver are not felt. Percussion is negative. 

Leucocyte count 9256 011 July 27. I9°4- Urine examina¬ 
tion was negative. 



DERMOID CYST OF LUNG. 


305 


“ Sputum was examined July 31, 1904. The color was 
whitish-gray. Sputum had a foul odor, like that of ‘ bad’ eggs. 
It separated into three layers. No tubercle bacilli were found; 
no elastic tissue. Later a hair was found in the sputum. 

“ Fluoroscopic examination shows a slight shadow through¬ 
out the left side above. Below the level of the eighth dorsal 
spine and extending to about the level of the eleventh dorsal there 
is a diffuse dark shadow, as dark as that from the liver. The 
entire right side is clear. A skiagraph was taken; unfortunately, 
the negative was poor.” 

Dr. Seim stated that this clinical history was very full and 
accurate and corresponded exactly with what he had found on 
careful examination of the patient repeatedly after his entrance 
to the Presbyterian Hospital. The patient coughed up, during 
his residence in the hospital for a number of weeks, six or eight 
hairs. These hairs were very thin, lighter in color than the hair 
of the scalp, and varied in length from one to six inches. Some¬ 
times, when patient expectorated these hairs, he felt a certain 
sensation which he referred to the base of the heart. Expectora¬ 
tion at times had been very copious and foetid. The patient’s 
general condition was excellent. There was no wasting, no 
cachexia, hence any suspicion of tuberculosis could be abandoned 
without giving the chest a careful examination. He had made 
use of the X-ray in this case, and the skiagraph exhibited cor¬ 
responded to what Dr. Morris had described in the clinical his¬ 
tory, From the clinical history, the character of the sputum, the 
general condition of the patient, there was no difficulty in making 
an absolute diagnosis of dermoid cyst communicating with the 
lung. 

He resorted to a surgical operation for the purpose of 
exposing, if possible, and removing the lining membrane of the 
dermoid cyst. Clinical records showed at the present time almost 
invariably that these cysts had their location in the anterior medi¬ 
astinum at a point corresponding with the location of the thymus 
gland. This was their favorite primary location. He therefore 
aimed, in operating upon this patient, to exnose that portion of 
the mediastinum which was most frequently the seat of dermoids 
of the lung. He made a T-shaped incision, which remained well 
defined by the scar which followed as soon as the wounds had 
healed, largely by primary intention. He made a transverse in- 
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cision directly over the manubrium, and a vertical incision over 
the centre of the sternum. As he wanted to trephine the manu¬ 
brium at a point corresponding with the location of the thymus 
gland, he made another or second opening two inches lower 
down, after reflecting the cutaneous flap and periosteum, which 
were separated from the sternum, and united these trephine open¬ 
ings by the use of a chisel, thus making an opening more than 
two inches in length in its vertical diameter, exposing freely 
that part of the anterior mediastinum which was generally the 
seat of dermoid cysts. The moment he opened up the anterior 
mediastinum by cutting through the posterior layer of the peri¬ 
osteum, air entered forcibly. Hamiorrhage was quite profuse. 
He enlarged the opening to correspond to the size of the trephine 
openings, and this exposed freely the anterior mediastinum. 
Owing to profuse hamiorrhage, he packed the large wound with 
iodoform gauze, and allowed the gauze tampon to remain for 
five or six days, when it was removed, and when he anticipated, 
in all probability, he would find the remains of the dermoid 
cyst in the expected location. In this, however, lie was disap¬ 
pointed. In removing the tampon he found that the entire part 
of the anterior mediastinum which was exposed lined fairly 
well with granulations. He proceeded to explore the floor of 
the wound with the probe, but no trace of the dermoid cyst could 
be found. The operation had not influenced the clinical course of 
the disease. Before resorting to operative measures, and knowing 
nothing about the previous history of the case, for the purpose of 
locating, if possible, the dermoid cyst accurately, he resorted to 
exploratory punctures. He found, as Dr. Morris did, an area 
of dulncss corresponding with the upper segment of the sternum 
and at the base of the heart. He explored about an inch and a 
half from the left margin of the sternum and a little above the 
base of the heart to the depth of three or four inches, resorting 
to aspiration, gradually withdrawing the needle, but the result 
was negative. He found likewise a limited area of dulncss which 
corresponded with the intrascapular region, that is, between the 
spinal margin of the scapula and the transverse process of the 
spine. In this locality he punctured, but with a similar negative 
result. The patient coughed now about the same as he did before 
the operation, so that the question arose as to what was to be 
done in the future. He exhibited the patient with a view of 
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asking the advice of the members of the Chicago Surgical Society 
as to the course to be pursued in the future. He could do 
nothing more with the anterior mediastinum. The patient had a 
slight area of dulness extending over the base of the heart, with 
a similar area of dulness on the posterior surface of the lung. He 
thought lie had to deal here with an exceptional case. I11 nearly 
all, if not all, cases of dermoid cyst of the lung it was found 
to take its origin in a location corresponding with the thymus 
gland. That part of the mediastinum had been thoroughly ex¬ 
plored. Nothing was to he gained by repeating the operation in 
that locality. He took particular care to use a probe in all direc¬ 
tions in search for a possible sinus communicating with the sup¬ 
posed original seat of the disease. 

The cjuestion arose now, should he resort to costal resection 
at a point to which the patient referred his difficulty, namely, 
above the base of the heart, or should he, in view of the fact 
that distinct physical evidence of pulmonary complications, or, 
at least, pleural thickening over the posterior aspect of the chest 
had been found, operate in that locality? 

He had kept the wound open for a number of weeks with a 
view to studying repeatedly the condition of the anterior medi¬ 
astinum, which was exposed by the operation. The arch of the 
aorta could be seen in the lower part of the wound. The opera¬ 
tion wound had now completely healed, yet the patient was in 
the same condition as he was before operation. 

ECHINOCOCCUS CYST OF LUNG. 

Dit. Senn presented an adult man, a Greek, who came to 
the United States about five years ago. Six years ago he com¬ 
plained of acute, sharp pain, which he referred to the left side 
and to the upper segment of the lung. From that time on he 
had had occasionally some difficulty in breathing and attacks of 
coughing. The intrathoracic affection had evidently had but very 
little influence upon the general condition of the patient. He 
was sent to the Presbyterian Hospital by Dr. Volini, a very com¬ 
petent physician, who gave the case very careful investigation 
without coming to any positive diagnostic conclusion. When 
patient entered the hospital his general condition was fair. On 
physical examination of the chest a distinct, well-defined, rather 
diffuse area of dulness was found over the left side and the 
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upper part of the lung. This area of dulncss was mapped out 
and extended from about the third rib across the upper section 
of the chest well beyond the left side of the nipple-line, this 
area of dulncss being accompanied by physical signs pointing to 
pulmonary compression. Vesicular respiration on the right side 
was exaggerated; on the left side very feeble, and at a point 
corresponding to the area of dulncss there was well-defined 
bronchial breathing, showing that pulmonary compression was 
limited. As this area extended well over the sternal region, a 
number of possibilities were taken into consideration. It was 
believed the case might he one of dermoid in the anterior medias¬ 
tinum. With a view to making, perhaps, an absolute diagnosis 
with more direct methods of examination, he resorted to explora¬ 
tory puncture a number of weeks ago. lie punctured at about 
the centre of the dull space to the depth of three or four inches, 
aspirating repeatedly as the needle was withdrawn, but the result 
was negative. The same night the patient was seized with a 
violent attack of coughing, and coughed up about a pint and a 
half, if not a quart, of fluid, which represented the contents of 
the cyst. On microscopical examination, in the sputa were found 
echinococcus booklets and scolices. After examining the con¬ 
tents of the cyst an absolute diagnosis was made of echinococcus 
of the lung. The rupture of the cyst was followed by a violent 
reaction. Some of the contents of the cyst escaped into the 
neighboring bronchial tubes, lighted up a rather severe inflam¬ 
mation, followed by a rapid rise in temperature, with correspond¬ 
ing constitutional disturbance. The inflammation remained 
limited to the bronchial tubes. There was a limited bronchitis 
incident to the irritation produced by the contents of the cyst. 
The patient gradually recovered, his expectoration becoming less 
and less, and instead of dulncss resonance was elicited on percus¬ 
sion. A number of days after spontaneous rupture of the cyst, 
physical examination of that part of the lung showed distinct 
vesicular breathing, so that he was satisfied that, while the cyst 
had been punctured, he had failed to remove any of its contents, 
and he was strongly tempted after this, fearing that the contents 
of the cyst might produce fatal pulmonary or other complica¬ 
tions, to resort at once to a radical procedure, open up and drain 
the echinococcus cyst. The patient was very ill, and this sur¬ 
gical undertaking would have been a risky one; hence Dr. Senn 
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put faith in nature’s resources, waited a time, and was now fully 
rewarded by the conservative treatment pursued, as there was 
now every indication that the ruptured contents of the cyst had 
escaped into the bronchial tubes and would he gradually elimi¬ 
nated by expectoration, and that later the wound would undergo 
definitive healing by a gradual process of cicatrization. There 
was now good resonance over the entire space that was formerly 
absolutely dull. 

Dr. Senn said that echinococcus cysts were extremely com¬ 
mon in Australia, particularly in Adelaide; and while in that 
country last summer he did not visit a hospital of any size with¬ 
out seeing from three to six or more patients who had recently 
been subjected to operative treatment for echinococcus cyst. He 
was told in Australia that the surgeons had had an enormous 
experience with this affection, although echinococcus cyst of the 
lung is comparatively rare. It affected largely the liver, then 
the lungs, kidneys, brain, in fact, no part or organ supplied with 
blood-vessels was entirely exempt. There one would find echino¬ 
coccus cysts in all possible locations of the body. In Adelaide 
there was a case in the hospital, while he was there, in which a 
recent operation was performed for supposed appendicitis. Im¬ 
agine the astonishment of the surgeon when lie cut down upon 
the appendix and unexpectedly found behind the caecum a sup¬ 
purating echinococcus cyst. The operation was so common in 
Australia that even country physicians were anxious to perform it. 
It is to the Australian surgeon what the appendix is to the Ameri¬ 
can surgeon. Surgeons in Australia attacked cases of echino¬ 
coccus cysts fearlessly. Marsupialization was resorted to in these 
cases. This was a term frequently employed by Australian sur¬ 
geons to indicate radical operation for echinococcus cysts and the 
treatment of other cysts by incision and drainage. One surgeon 
in Sydney, Dr. Thomas Fiaschi, wishing to cut short the progress 
of repair in such cases, had recently closed the wound without 
making provision for drainage. He found that no trouble fol¬ 
lowed from pursuing this course in any of the cases, and the 
results were all that could be desired. When the cyst involved 
the upper surface of the liver, a resection of the eighth or ninth 
rib near the costal arch was made, and with one bold stroke of 
the knife a cut made through the diaphragm into the cyst, the 
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index-finger inserted, the cyst pulled out, a drain inserted, and 
the operation was finished in five or six minutes. 

DENTIGEROUS TUMOR OF SUPERIOR MAXILLA. 

Dr. Senn showed a boy, nine years of age, who was struck 
four years ago with a piece of ice directly over the right superior 
maxilla. No serious immediate symptoms followed the accident. 
A year later a swelling was discovered on the right side of the 
nose, involving the anterior wall of the antrum of Highmore. 
The swelling gradually increased in size, and interfered some¬ 
what with the free passage of air through the nostril on the cor¬ 
responding side. The patient entered St. Joseph’s Hospital, and 
on examination Dr. Senn found a marked prominence on the 
right side of the nose involving the anterior antral wall. Dr. 
Senn exposed the bone by an incision along the lower border of 
the orbital margin and the entire length of the nose down to the 
end of the ala of the nose; when the bone was chiselled into, 
it was evident that he had to deal with an osteoma. He then 
resorted to resection of the upper part of the maxilla, including 
a part of the floor of the orbit. The tumor extended into and 
had largely obliterated the antrum of Highmore. As he carried 
his operative attack lower down in the direction of the alveolar 
process, he found the direct cause of the osteoplastic process 
in the shape of two imperfectly developed teeth. These misplaced 
teeth had acted as an irritant, producing a localized hyperplastic 
process which terminated in the formation of so-called osteoma. 
The wound healed by primary intention throughout. 


LIGATION OF INTERNAL AND EXCISION OF EXTERNAL 
CAROTIDS FOR MALIGNANT DISEASE. 

Dr. Senn presented a patient in whom he had performed 
the so-called Dawbarn operation, which means the excision of 
the external carotid, with all its branches, in dealing with malig¬ 
nant disease about the pharynx or the submaxillary region. The 
patient was advanced in years, and was operated on two years 
ago for a well-defined, but limited, epithelioma of the lip. Within 
a year submaxillary lymphatic infection was discovered, for which 
a second operation was performed. A few months after the 
second operation there were indications of very extensive lym- 
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pliatic infection involving the floor of the month and the entire 
submaxillary space. Through the intact skin he could discover 
enlarged glands along the anterior border of the sternocleido¬ 
mastoid. The case was an unpromising one for further operative 
procedure. Through an incision which extended from the ex¬ 
ternal ear forward to the symphysis of the lower jaw, and through 
an incision along the anterior border of the sternocleidomastoid 
downward to near the sternal notch, he exposed the entire field 
of infection. He isolated the common carotid, and followed it 
up to its bifurcation; lie then ligated the internal carotid about 
half an inch above the point of bifurcation, and followed this by 
an excision of the external carotid with all of its branches, in¬ 
cluding in the excision all the infected submaxillary lymphatic 
glands, the salivary gland, the floor of the mouth on the cor¬ 
responding side, and all the glands along the sheath of deep 
vessels of the neck. Owing to the age of the patient, he was 
very apprehensive at the cutting off of so much blood supply to 
the brain, thinking it might result in what he had observed before 
in some, paresis, if not paralysis, of the opposite side of the body. 
Nothing of that kind followed. This enormous wound healed 
satisfactorily, with the exception of a point at the posterior angle, 
where there was direct communication with the cavity of the 
mouth. The wound is now healed and the patient had fully 
recovered from the effects of the operation, and so far there 
were no indications of recurrence. He had performed this opera¬ 
tion three times, and one of his patients died promptly within the 
first twenty-four hours thereafter. It was therefore an operative 
procedure, the propriety and application of which must be care¬ 
fully weighed. However, in a case like the one under discussion 
it was an operation that was justifiable. It gave him an oppor¬ 
tunity to remove the disease with the requisite degree of thorough¬ 
ness, and he cut off so much of the blood supply in the region 
operated on that it weighed heavily in the balance of at least 
temporary success. 

DISARTICULATION AT THE HIP-JOINT FOR SARCOMA OF 
FEMUR AND TUBERCULAR TENDOVAGINITIS. 

Dr. Senn exhibited pathological specimens obtained from 
a complicated case. Three years ago, a young man, in fair health, 
presented himself at his clinic at Rush Medical College, being the 
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subject of a large, painless swelling which involved the centre of 
the thigh. The swelling was spindle-shaped, and involved largely 
the anterior and lateral aspects of the thigh. There were no 
general indications of malignancy; no suspicions of an acute in¬ 
flammatory process, but of a chronic affection that came on 
gradually and painlessly. He cut down upon this swelling and 
opened up a large cavity, from which lie removed 262 rice bodies. 
These rice bodies varied in size from a pinhead to a small chestnut 
in the fresh state. They w'ere structureless bodies. They were 
bodies which one would recognize wherever found as the typical 
products of tubercular inflammation. He removed all of these 
bodies, but this did not remove the entire swelling. There was not 
only this large and irregular cavity, but the femur itself was 
enlarged. He cut down upon it, chiselled into it, and found firm 
bone. This large wound healed satisfactorily, and the patient 
returned home satisfied with the result of the operation. About 
a year and a half later lie returned. The swelling then had 
changed in its character. There was no fluctuation. This time 
there was a solid, firm, cylindrical swelling involving distinctly 
the shaft of the femur and encroaching well up towards the hip- 
joint. The clinical evidence pointed clearly to malignancy. He 
accordingly resorted to disarticulation at the hip-joint. The 
wound healed by primary intention. A year later he again 
returned, and Dr. Senn was puzzled with the appearance at the 
site of the former operation. He found a typical stump, such as 
one would expect after a subtrochanteric amputation of the thigh, 
but the hospital records said “ amputation through the hip-joint.” 
He then removed by a very difficult operation this stump, which 
proved to be a bony mass which had formed immediately below 
the acetabulum since the disarticulation of the thigh. The stump 
was immovable, due to the fact that this large mass of bone had 
formed extensive connections with the ischium, which had to be 
severed with a chisel. The site of the former acetabulum was 
very shallow; the tumor was connected with the ascending and 
descending ramus of the ischium, and there was a reformation of 
the periosteal sarcoma in the soft tissues after disarticulation of 
the thigh. The patient again recovered promptly. 

A section under the microscope gave the histologic features 
of a spindle-celled periosteal sarcoma. 
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EXTENSIVE PLASTIC OF FACE AFTER OPERATION FOR 
CARCINOMA OF ORBIT, NOSE, AND FACE. 

Dr. Senn exhibited some illustrations showing an extensive 
plastic operation after a radical operation for malignant disease 
of the orbit, where the eye had yet remained intact, but the dis¬ 
ease extensively involving the orbit had destroyed a part of the 
nose and a considerable portion of the face. A very extensive 
operation had to be made. He took a flap, the size of a hand or 
larger, from the parietal region, with which to cover the enormous 
defect. These cases were usually very fatal, but this particular 
case demonstrated that sometimes in apparently hopeless cases in 
performing a radical operation one is rewarded with unexpected 
results. The patient returned three years later with a recurrence 
which involved a small part of the left ala of the nose which was 
left after the operation, and this small carcinoma was excised. 


RECTOPLASTY FOR EXTENSIVE TRAUMATIC DEFECT. 

Dr. Senn described a case in which by the accidental dis¬ 
charge of a shot-gun the patient lost about one-third of the anus, 
the whole posterior wall of the rectum, and the entire coccyx. 
Two operations were performed for the purpose of correcting 
the enormous prolapse of what remained of the rectum, but with 
negative results. Dr. Senn exhibited a photograph which showed 
the appearance of what remained of the rectum before operation. 
It showed well the enormous rectal prolapse. In this case he 
separated the margins of what remained of the rectum on both 
sides from the cicatricial connections sufficiently free, so that the 
vivified margins could he readily brought together; sewed, first, 
the entire thickness of the bowel wall with bronze aluminum 
wire, buried this row of sutures with two rows of catgut, leaving 
about two inches of the bowel and anus to be restored by a second 
operation. There was primary union of the first wound, and the 
wound at the second operation healed throughout, with perfect 
restoration of the sphincter muscle, and complete correction of 
the prolapse. 

SCAR CARCINOMA IN REGION OF GREAT TROCHANTER. 

Dr. Senn detailed the history of a patient, sixty-seven years 
of age, who had an abscess in the subtrochanteric region some 
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thirty-two years ago. Two years ago there was a beginning 
carcinomatous process in the scar, with rapid extension of the 
disease and extensive undermining of tissues, so that he had to 
remove a very large part of the soft tissues, including the car¬ 
cinomatous undermined ulcer, which gave rise to an enormous 
defect which he had to cover. He then made a transverse in¬ 
cision down to the deep fascia, extending from the sacro-iliac 
joint to the large vessels, dissected up the two large triangular 
flaps, and brought them together with sutures without harmful 
tension. Healing of the enormous wound retarded by a superficial 
infection, sections under the microscope showed the typical 
structure of scar carcinoma. 

FRACTURE OF HUMERUS, WITH POSTERIOR DISLOCATION 
OF UPPER FRAGMENT. 

Dr. Senn exhibited a Rontgen illustration of a fracture of 
the humerus in the middle of the shaft, and asked particular 
attention to the condition of the shoulder-joint. The patient suf¬ 
fered from a severe accident, one in which a revolving shaft had 
twisted the ami and brought about the fracture, with injury of the 
shoulder-joint. Judging from the skiagraph, there was no dis¬ 
location of the humerus, the skiagraph being taken anteropos- 
teriorly. The head of the humerus was shown at its proper level 
apparently in the glenoid cavity. An enormous swelling fol¬ 
lowed the accident, so that, when the patient was brought to the 
hospital, it was feared lie was at the same time the subject of 
laceration of some large blood-vessel. By resorting to extension 
by weight and pulley and immobilization, in the course of two 
weeks the enormous swelling disappeared, and then it became 
evident there was something wrong with the shoulder-joint. 
He then found, without the use of the Rontgen ray, a dislocation 
of the head of the humerus backward. A skiagraph was taken 
from the side, which showed distinctly the existence and character 
of the dislocation. He then resorted to reposition, elevating under 
an amesthetic the arm, and making on the upper fragment ex¬ 
tension in an upward and forward direction, so as to relax the 
untorn portion of the capsular ligament. The first attempt failed, 
but the second succeeded in effecting reduction. This case showed 
that one could not always rely upon the Rontgen ray if the skia- 
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graph was taken from one direction in demonstrating the exist¬ 
ence or absence of a dislocation of the shoulder-joint. 

SECONDARY SUTURE OF ULNAR NERVE AFTER GUNSHOT 
INJURY. 

Dr. Senn presented a man who had received a charge of 
bird-shot at close range, the shot penetrating the soft tissues 
at the inner aspect of the forearm below the elbow-joint, tearing 
away the ulnar nerve and artery with the muscles surrounding 
them. Suppuration set in, and there was a long tedious process 
of healing. When Dr. Senn saw the patient, eight months after 
the injury, there was complete paralysis of the territory supplied 
by the ulnar nerve, that is, the little finger and the ulnar side of 
the ring-finger, with characteristic contracture of the fingers. He 
excised the entire skin scar, exposed the ulnar nerve in the groove 
behind the internal condyle, followed it down to the massive deep 
scar tissue, expecting every moment to lose the track of the nerve, 
but was fortunate enough to dissect in the proper direction until 
he found the intact part of the ulnar nerve on the distal side some 
distance from the scar. He had then two inches of doubtful 
tissue. Was it all scar tissue, or was a part of the nerve incorpo¬ 
rated in scar tissue? He relied upon a small neuroma which 
pointed out the termination of the proximal end, and following 
the cord downward excised the scar tissue, and resorted to sec¬ 
ondary nerve suture with catgut, stretched both ends of the nerves, 
brought them together without tension, and dressed the arm in 
a flexed position. The wound healed by primary intention, and 
four days after the operation there was a return of sensation in 
that branch of the ulnar nerve which supplies the ulnar side of 
the ring-finger. When he examined the patient two days ago 
he found returning sensation extending down to the distal end 
of the first phalanx, showing rapid regeneration of nerve tissue, 
and probably perfect reunion, with restoration of function eight 
months after the original accident. 

THE SURGICAL TREATMENT OF MUCOMEMBRANOUS AND 
ULCERATIVE COLITIS, WITH SPECIAL REFERENCE TO 
TECHNIQUE. 

Dr. J. E. Summers,, Jr., of Omaha, Neb., read a paper with 
the above title, for which see page 97. 
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DRAINAGE IN ACUTE SPREADING PERITONITIS. 

Da. Van Buren Knott, of Sioux City, Iowa, read a paper 
with ttie above title, for which see page 75. 

Dr. M. L. Harris stated that his experience in reference to 
exclusion of portions of the intestine had always been limited to 
exclusion with drainage into the intestine. He had resorted to 
this method in several cases in which the caecum and ascending 
colon were involved, and always with success. He had always 
made use of the method of dividing the ileum and transplanting 
it into some portion of the colon distal to the trouble which he 
sought to relieve. The colon was always left free, so that it could 
drain. He believed this was an essential feature, and thought 
that complete exclusion of any portion of the intestinal tract 
should never be undertaken. 

Concerning the Fowler position, he thought it had been 
thoroughly demonstrated that it had distinct advantages and was 
quite commonly used by surgeons in cases of general peritonitis. 
The drains which he had used had been the soft rubber ones made 
with the rubber dam which corresponded practically to the large 
tube mentioned and exhibited by Dr. Knott. 

Dr. Jacou Frank called attention to the fact that the first 
colostomy done for this disease was performed in 1885, by Folct, 
of Lille, France. The patient lived five days, and then died. 
In 1887, Drs. Durante and Novara did the same operation, with 
recovery of the patient. 

As to antiperistalsis, previous to 1882, there was consider¬ 
able debate among physicians and surgeons as to whether or not 
such a thing could occur. In 1882 he published the report of a 
case in the Medical Record. In this case he fed the patient beef- 
tea and milk by the rectum, and patient vomited these. When 
his attention was directed to this, he made observations, and 
found that this was the case. Dr. Albert Bernheim, of Philadel¬ 
phia (Journal of the American Medical Association, February 16, 
1901), in an article on “Movements of Intestines,” records his 
observations on dogs into whose rectum he injected undigestive 
material. In the great majority of cases the dogs vomited the 
material injected. He stated this before the Section on Surgery of 
the American Medical Association at the Saratoga meeting, when 
Dr, Ochsner claimed that, by giving enemas or feeding per rec- 
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turn, there would be no peristalsis, and the speaker at that time 
claimed that there was such a thing as retroperistalsis by in¬ 
jecting foods or liquids into the rectum. He was glad that Dr. 
Summers brought this point out. If he was not mistaken, it 
went so far as the small intestine, but he thought by further 
investigation there would be found cases where it comes out by 
the stomach. 

With reference to exclusion of the bowel, in some of the 
cases reported before the Chicago Surgical Society, it was demon¬ 
strated that in that part of the bowel which was excluded there 
were masses formed from the secretions or excretions from the 
mucous membrane. These masses consisted of small balls of 
cheesy substance filling up the excluded bowel. He did not think 
it was safe to close up both ends, as he had demonstrated this in 
dogs. 

In regard to Dr. Knott’s paper, he had tried the methods 
mentioned by him, and in two cases of diffuse septic peritonitis 
he filled the abdomen with salt solution, put the patients in the 
Fowler position, and used glass drainage-tubes, sitting them up 
in bed with a back-rest, and both recovered. These were the 
only two cases of diffuse septic peritonitis that he had ever had 
recover in his surgical practice of twenty years. 

Du. Daniel N. Eisenduatii showed the photograph of an 
apparatus which had been in use in the Michael Reese Hospital 
for the past two or three years for the treatment of cases of 
diffuse septic peritonitis. The apparatus was designed by one of 
the head nurses. It consisted of a U-shaped arrangement upon a 
little pedestal, and by means of adjustable screws it can be raised 
to any height. The photograph showed a patient in the Fowler 
position. He thought this apparatus had advantages over using 
tables, chairs, or anything of the kind at random, as one could 
more accurately get the Fowler position, knowing how high this 
was. It was an advantage over the propping up of a patient in 
bed, for those who had had experience with such patients knew 
that in their weakened condition they would slip down. 

Prior to the time of the use of the Fowler position the 
mortality from cases of diffuse septic peritonitis was practically 
100 per cent. About a year ago, when he began to use the Fowler 
position systematically, and to flush cases of diffuse septic peri¬ 
tonitis thoroughly with hot salt solution, using three to four 
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gallons in each case, he changed his mortality from 100 per cent, 
practically to a large per cent, of recoveries. This, he agreed 
fully with Dr. Knott, was due in a great measure to adopting 
the Fowler position. He mentioned three cases in which he 
obtained successful results by this treatment. In one case he 
used a Mikulicz drain, which was perhaps the most satisfactory 
drain. In one of them the use of the Mikulicz drain was supple¬ 
mented by a glass drain. 

There had been some discussion as to whether these cases 
should be flushed or not, and whether one ought to use large 
quantities of salt solution or to eviscerate. He did not believe 
these cases should be eviscerated. He believed that flushing with 
salt solution accomplished the best results. 

To illustrate the diversity of opinion, some would recall a 
discussion on appendicitis which took place last June at the meet¬ 
ing of the American Medical Association, held at Atlantic City. 
At this time Dr. Murphy stated that his mortality in sixteen 
cases by means of 11011-irrigation of diffuse septic peritonitis was 
one in sixteen. In other words, there were fifteen recoveries out 
of sixteen cases by opening them up, putting them in the Fowler 
position, and flushing. In the same discussion Dr. Mordccai 
Price stated that he was using nothing but his famous dipper 
and Schuylkill River water, and of seventeen cases of diffuse 
septic peritonitis treated by flushing, he saved all, so that one 
method, the speaker thought, seemed to be as successful as the 
other. 

Dr. Alexander Hugh Ferguson said, with regard to the 
enlargement of the ileocKcal valve in chronic constipation, and 
the ill results of chronic constipation, as suggested by Dr. Sum¬ 
mers, he had looked over this subject very thoroughly at one 
time, and thought he was the first to attempt to enlarge the ileo- 
caecal valve for chronic constipation, but found that several others 
were ahead of him. 

In a spreading inflammation of the peritoneum, one should 
not forget where the focus of the inflammation was when lie 
began to drain. The Fowler position, which had been so much 
lauded and recommended, and properly so, should not supplant 
every means of drainage of the abdominal cavity. There were 
three positions from which pus emanated that should not be 
drained by the Fowler position. Take, for instance, the gall- 
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bladder region, Morrison’s pouch. This pouch could not be 
drained with the patient in the upright position; and if it did 
drain pus by the upright position, with a phlegmonous and per¬ 
forative inflammation of the gall-bladder, it would be a deleteri¬ 
ous, if not fatal, tiling for the patient, by carrying that material 
down into the peritoneal cavity. The patient should, therefore, 
be in the horizontal position and drainage established anteriorly 
or laterally at the tip of the twelfth rib, so that one could lay 
the patient on the side, and this pouch, which would hold about 
a pint of fluid normally, would be emptied, and there would be 
no chance for the fluid to trickle down among the small intes¬ 
tines over the transverse bowel. An abscess of the liver may 
burst into the same region, and then the Fowler position is con¬ 
traindicated. Perforation of the duodenum not infrequently took 
place in this same region, which needed to be drained laterally 
and not downward. 

Dr. Summers remarked, as to the first colotomy for colitis, 
referred to by Dr. Frank, the best article ever written on muco- 
membranous colitis, was by W. Hale White, of Guy’s Hos¬ 
pital. This article is in Allbutt's “ System,” and the date of 
the first operation was given therein. He was told by a surgeon, 
who had visited India, that English surgeons there had been 
operating for years on cases of mucomembranous disease of the 
large intestine, and this disease was supposed to be due to the 
climate. In “ Hill Diarrhoea,” when the sufferer got out of 
the hills, the disease disappeared. On the other hand, if he 
remained there long enough, mucomembranous colitis sometimes 
developed, and it was similar to that which is met with after 
dysentery. 

With reference to retroperistalsis, as mentioned by Dr. 
Frank, he thought it did not occur in the small intestine; that 
the preponderance of evidence was against it. 

Three or four years ago he read a paper on the Gibson fistula, 
as he had done a lot of work along that line, and had then 
referred to the Weir method. When one wanted to flush, a large 
opening was needed. If one could make a large valvular fistula 
which would be competent be could flush freely through it. He 
had always succeeded in doing that, and had removed the appen¬ 
dix because it was a good thing to do under the circumstances. 

As to operating on the ileocaecal valve for constipation, to 
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gallons in each case, he changed his mortality from ioo per cent, 
practically to a large per cent, of recoveries. This, he agreed 
fully with Dr. Knott, was due in a great measure to adopting 
the Fowler position. He mentioned three cases in which he 
obtained successful results by this treatment. In one case he 
used a Mikulicz drain, which was perhaps the most satisfactory 
drain. In one of them the use of the Mikulicz drain was supple¬ 
mented by a glass drain. 

There had been some discussion as to whether these cases 
should be flushed or not, and whether one ought to use large 
quantities of salt solution or to eviscerate. He did not believe 
these cases should be eviscerated. He believed that flushing with 
salt solution accomplished the best results. 

To illustrate the diversity of opinion, some would recall a 
discussion on appendicitis which took place last June at the meet¬ 
ing of the American Medical Association, held at Atlantic City. 
At this time Dr. Murphy stated that his mortality in sixteen 
cases by means of 11011-irrigation of diffuse septic peritonitis was 
one in sixteen. I11 other words, there were fifteen recoveries out 
of sixteen cases by opening them up, putting them in the Fowler 
position, and flushing. In the same discussion Dr. Mordecai 
Price stated that he was using nothing but his famous dipper 
and Schuylkill River water, and of seventeen cases of diffuse 
septic peritonitis treated by flushing, he saved all, so that one 
method, the speaker thought, seemed to be as successful as the 
other. 

Dr. Alexander Hugh Ferguson said, with regard to the 
enlargement of the ileocKcal valve in chronic constipation, and 
the ill results of chronic constipation, as suggested by Dr. Sum¬ 
mers, he had looked over this subject very thoroughly at one 
time, and thought he was the first to attempt to enlarge the ileo- 
caical valve for chronic constipation, but found that several others 
were ahead of him. 

I11 a spreading inflammation of the peritoneum, one should 
not forget where the focus of the inflammation was when he 
began to drain. The Fowler position, which had been so much 
lauded and recommended, and properly so, should not supplant 
every means of drainage of the abdominal cavity. There were 
three positions from which pus emanated that should not be 
drained by the Fowler position. Take, for instance, the gall- 
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bladder region, Morrison’s pouch. This pouch could not he 
drained with the patient in the upright position; and if it did 
drain pus by the upright position, with a phlegmonous and per¬ 
forative inflammation of the gall-bladder, it would be a deleteri¬ 
ous, if not fatal, thing for the patient, by carrying that material 
down into the peritoneal cavity. The patient should, therefore, 
be in the horizontal position and drainage established anteriorly 
or laterally at the tip of the twelfth rib, so that one could lay 
the patient on the side, and this pouch, which would hold about 
a pint of fluid normally, would be emptied, and there would be 
no chance for the fluid to trickle down among the small intes¬ 
tines over the transverse bowel. An abscess of the liver may 
burst into the same region, and then the Fowler position is con¬ 
traindicated. Perforation of the duodenum not infrequently took 
place in this same region, which needed to be drained laterally 
and not downward. 

Dr. Summers remarked, as to the first colotomy for colitis, 
referred to by Dr. Frank, the best article ever written on muco- 
inembranous colitis, was by W. Hale White, of Guy’s Hos¬ 
pital. This article is in Allbutt’s “ System,” and the date of 
the first operation was given therein. He was told by a surgeon, 
who had visited India, that English surgeons there had been 
operating for years on cases of mucomembranous disease of the 
large intestine, and this disease was supposed to be due to the 
climate. In “ Hill Diarrhoea,” when the sufferer got out of 
the hills, the disease disappeared. On the other hand, if he 
remained there long enough, mucomembranous colitis sometimes 
developed, and it was similar to that which is met with after 
dysentery. 

With reference to retroperistalsis, as mentioned by Dr. 
Frank, he thought it did not occur in the small intestine; that 
the preponderance of evidence was against it. 

Three or four years ago he read a paper on the Gibson fistula, 
as he had done a lot of work along that line, and had then 
referred to the Weir method. When one wanted to flush, a large 
opening was needed. If one could make a large valvular fistula 
which would be competent he could flush freely through it. He 
had always succeeded in doing that, and had removed the appen¬ 
dix because it was a good thing to do under the circumstances. 

As to operating on the ileocaecal valve for constipation, to 
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which reference was made by Dr. Ferguson, he referred to Mr. 
Lane’s article on angulations, which might occur on both the 
right and the left sides, and form obstructions which could not 
be overcome except by switching the small intestine over into 
the large one. In some cases he thought this might advan¬ 
tageously be done. Some years ago Dr. VVm. J. Mayo operated 
on the ileoca:cal valve for the relief of constipation, but these 
operations were failures. Operating on the ileocaecal valve or 
changing its form to stop constipation was puerile from the 
point of view of the author’s paper, particularly with reference 
to its effect on digestion. 

As to perforation of the duodenum, referred to by Dr. Fer¬ 
guson, the speaker had two such patients at present convalescing 
in the hospital, and said that if the surgeon did not get the patient 
into the right position, and forgot about Morrison’s pouch, he was 
apt to lose the case. In one of these, large quantities of fluid 
were found in Morrison’s pouch. The patient had not only been 
given morphine hypodermically, but had had several drinks of 
whiskey, which had leaked, together with the other stomach con¬ 
tents, into the abdomen, and could easily be recognized even in 
the fluid from the pelvis. If, after opening the abdomen in these 
.cases, the drainage in Morrison’s pouch had not been established, 
together with pelvic drainage, he thought he might have lost the 
patients. 

With reference to Dr. Knott’s paper, he would say that 
Dr. Knott was so thoroughly convinced of the utility of the 
plan advocated in treating cases of diffuse peritonitis, that he 
operated upon his own son eighteen hours after an operation 
for perforative appendicitis by another surgeon. Dr. Knott had 
himself operated in the absence of a colleague, an acute peri¬ 
tonitis having developed. The extra median incision, toilet, and 
drainage established saved the boy’s life. 



